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WRITE PLAINLY—USE UNFADPING BLACK INK—MAKE A PERMANENT RECORD

DEPARTMENT OF COMMERCE
BUREAU oF THE CENSUS

e JUL 11 1945¢/A

THE STATE BOARD OF HEALTH OF MISSQURI

STANDARD CERTIFICATE OF DEATH

Stote Pile No__19940

Registration Distrlct No.............” Primary Registration District NO...,/"H—( Registrar’s No. 7 / R‘
1. PLACE OF DEATH;: 2. USUAL RESIDENCE OF DECEASED: //
{a} County BHChESlzgan T (s) State MiSSOUI‘i (% County. BUChan an
(b) City or town aoseph
(I outside city or town limits, wrils “RURAL" nnd name of townahip) (¢} City or town S t .- JO 3 ep h
{c) Name of hospital or institution: {{f outside city or town limits, write "RURAL")
St. Josephs Hospital | o seero. 315 Dakota 7
{If not in houpita) or inslitotion, write street nember or location) Lo {If rural, give location)
{d) Length of gtay: In hospital or institution daV ‘9
(Specily whether (¢) Citizen of foreign country? no (Yes or No)

In this community.
yeard, months or days)

about 30 years

If yes, name country.

(a}

MEDICAL CERTIFICATION

3. PRINTJ h L 'EN i
LL NAME. Y Q011} awrence aviner
:U(b) > o — 20. DATE OF DEATH: Month.. 9 U11€ day 28/ 29th
. veteran, . {£) Social urity
name war unknown No unknown veatr. 19 45 hour. 10 minute 40 P M
21. I hereby certify that I attended the deceased iT
5. Color o 6. (a) Single, widowed, mamied, || June 28th 45 o 9 une  £9th ‘0. f.‘g 2
sscBBle A .White averce UIIKDOWD |} im June 29th, 1874 S o
6. (b) Name of husband or wife.............. 6. (c} Age of husband or wife if || 2nd that death occurred on the date and hour siated above. Purar
uration
BV e years Immediate cause of death
7. Birth date of deceased... AUEUST 8 1870 || Cerebral hemorrhage .. . 12 .48ays
(Month) (Day) {Year) ’
8. AGE: Years Months Days If less than one day Due to
74 10 20 hr. min, | T
u Due to..
o, mirnnplace. DENEOWICE . Poland &
{City, town, or county) (State or foreign uount.ry) - .
10, Usuad occupation..... £ L EHIAN - cﬁ“iﬁ;’ﬁfﬁi‘lﬁ; wilkin 3 mouthe of death) =
L. Tndustry or b BOX.Quarters Rosecran Fia]];h.:. . \f PHYSICIAN
- r ndings:
‘é 12. Name. IF-EnaC Wawefynlec . ’Oofo;u-mtig:nq . /\":‘} fi .
- - o q 1 . - thlgnd:rht:e
gl Blrthplam..,.._....._...u..ﬂmwn P Olan.d ) HEHE u the cause to
" (City, town, or | 139 {State or foreign country) Of autopsy should be
Pt T x .
g 14, Maiden name nown » s fpz:..rgeﬁ sta-
istically.
E{ 15. Birthplace (&Er:irlim " gﬁl"ra‘;ﬂg m“u:?e 22, 1f death was due to external causes, fill in the folll'lovcu)rixg:e
‘t6. (@ Tnformame_bOULSe. Pahler, Pub. Adm, (2) Accident, suicide, or homicide (specify)
@) Add;m______w____s_td.___LJMQS_e_ph s Ma. (8) Date of accurrence
17. (@) burial () Date thereof. 7 / 5 /45 (e} Where did injury occur? {City or tawa) (Counly) Btate)
(Burial, cremation, or removal) ,  (Momb) (Dav) (r“") (d) Did injury occur fn or about home, on farm, in industrial place, in public place?
(¢) Place: burial or cremation..._....M:t‘.& Ol ive t
of pl
18. (e) Signature of f While at wnrk?..._...._...._.,._____..(E‘..:i‘_u ‘(yc‘)’n hf[g;:;)of injury._.. @ e
@ A;;drm A . Smnamre___... .4 f e oth l A
R e vy popesere) (Rerisirar's siguaturn) haaress. SOCial Welfare BRATd paed

/877

(Licensed Embalmer’s Statement on Reverae Side)
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‘ STATEMENT 'BY LICENSED EMBALMER: o _ L
i - e ' S
1 hereby certifly that the body whose name is recorded on the reverse side of this certificate was embalmed by rl'ie', cfl‘by“"'_‘—"‘ .‘": -
. ‘ - . b
.............. : ': : Registered Apprentice Now oo sy
working under my personal supervision. =~ ‘ L ol ) . L
Signed...*
-~
Note: The above I\‘IUST BE SIGNED BY THE LICENSED FMBALMER 1n his OWN HANDWRITII\G (leure to comply with
the above constitutes grounds for revocation of license.)
CIf this body is not embalmned, fact should be so stated above.



